Patients commonly present to offices, subspecialty clinics, and emergency rooms complaining of 'hip pain'. Many have trochanteric bursitis, a clinical diagnosis which does not require elaborate laboratory or radiographic evaluation. The disorder occurs in healthy active young and old patients, as well as in those with superimposed osteoarthritis of the hip and spine, and patients with rheumatoid arthritis. '" This condition can be easily and rapidly treated in most cases with one or several local injections of corticosteroids.' 5 It very rarely requires surgery. 6 Because it is such a common disorder and the diagnosis can be made with fair certainty by palpating point tenderness in the soft tissue overlying the greater trochanter, often totally reproducing the pain, it is not cost effective or medically necessary aggressively to pursue alternative diagnoses in all patients upon initial presentation. As trochanteric bursitis may at times mimic or be associated with hip synovitis, a primary bone process, or radiculopathy, 7 Local lignocaine and methylprednisolone acetate injections on both sides relieved the pain on the left, but the pain on the right returned in one week. Examination showed the hips and knees were still normal. Hip radiographs were normal, but computed tomography and subsequent magnetic resonance imaging confirmed the diagnosis of bilateral avascular necrosis. Core decompression was performed on the left and derotational osteotomy on the right. The pathology was recorded as avascular necrosis. PATIENT 3 A 33 year old wbite woman presented with clinical chondromalacia and left anserine bursitis. This was treated locally with injection of lignocaine and prednisolone with total relief. It recurred and was reinjected. Eight months later she presented with lateral thigh pain, worse in the right than the left, worse with walking, and reproduced by firm trochanteric palpation. Hip, spine, and knee examinations were normal. The left trochanteric bursa was injected with lignocaine and methylprednisolone acetate. Initial relief was obtained, but the pain returned within two weeks with additional pain in the right groin. Repeat examination 18 days after the injection showed persistent clinical trochanteric tenderness on both sides, and despite full range of motion there was pain in the right groin with internal and external rotation or abduction. Magnetic resonance imaging showed avascular necrosis on both sides. Plain radiographs showed flattening of the femoral head, greater on the right than the left. Replacement of both hips was planned.
Past medical history was remarkable for idiopathic pseudotumour of the orbit about two years previously. It had been successfully treated with four months of high dose prednisone (80 mg) daily, which was gradually reduced. PATIENT 4 A 26 year old asthmatic woman, dependent on steroids (10 mg prednisone daily), presented with right lateral thigh pain radiating to just below the knee. The pain was worse in the morming, worse with walking, and aggravated by lying on the right side in bed. Physical examination showed exquisite trochanteric tenderness to palpation. When the right knee was flexed and the leg cross adducted, severe lateral pain was elicited consistent with fascia lata syndrome. No groin pain was elicited with full external or internal rotation. Local bursal injection and use of a crutch relieved the lateral leg pain, but on re-examination three weeks later there was groin pain with full internal rotation, and decreased but persistent trochanteric tenderness to palpation. External rotation and abduction was normal. Magnetic resonance imaging confimed avascular necrosis on the right side. Use of a crutch and surgical decompression of the femoral head were prescribed, but she was lost to follow up. PATIENT 5 A 26 year old black woman with sickle cell anaemia, seen in consultation while in hospital for painful sickle vaso-occlusive crisis, was found to have a swollen right knee. Arthrocentesis showed non-inflammatory (<109 white blood cells/l) fluid without crystals. Knee radiographs were normal. Trochanteric bursitis was noted in the same leg and treated with local injection oflignocaine and deposit corticosteroid. There was no evidence of gluteal tendonitis, ischiogluteal bursitis, or hip synovitis on examination. In follow up as an outpatient two weeks later the knee effusion had resolved, but there was persistent upper thigh and new buttock pain with weight bearing, only incompletely reproduced by trochanteric pressure. On full internal rotation pain radiated from the right trochanter to the knee and buttock. Magnetic resonance imaging showed avascular necrosis of both femoral heads and probably the knees. The patient refused surgical intervention and was lost to follow up. In a series of renal transplant recipients who developed avascular necrosis the pain was most often described as sudden in onset and localised to the groin, buutock, trochanter, thigh, knee, or low back. Trochanteric tenderness was not consistently found,'0 and symptoms developed before standard radiographic films indicated avascular necrosis. Zizic et al in a series of 28 patients with systemic lupus erythematosus with avascular necrosis of multiple joints described the presenting complaints as pain on weight bearing or active motion in 77%, and pain at rest in 55%. " On physical examination pain and limitation of motion were present in 700/o and 52% of diseased joints respectively, but radiographic findings were already present in most joints at the time of diagnosis. This suggests that those physical findings occur late in the course of the disease process. Colwell has recently described the clinical presentation of avascular necrosis as 'primarily that of pain on weight-bearing that radiates into the groin or knee ... and a restricted and painful range of motion'. 12 None of the initial examinations of the five patients in this report showed abnormal hip joints, though several patients rapidly developed hip disease. Trochanteric bursitis has not previously been well described as the initial finding in avascular necrosis.
